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471-000-206 Form MS-77, "Request for Prior Authorization" and Completion Instructions

Choperimt ok i HnonSerm — Djuizion of hiedicad and Long- Term Cane

DHHS_A Reguest for Prior A uthorization G

HE & & & 5 E A Prior futho rization Humber
PLEASETYPE:
1. Client Plarne (La=t, Frst, Rifal) 2. Client Medicaid Czse Muriber

MOTE: Thiz authormation i woid § the client iz ineligiblk for Hebrsla Medeaid or 1z enno lled in the Medicaid Maraged Care Frogmmat the tire the
senrice is provided. it iz the responsibility of the prowider toowe ity clie nt Medicaid eligibility.

3. Prosdder Tlarme Az, MPT
5. Provider Stest Ab, Tamonon
E. Gty Sl Jipd (s ) 7. Fronider Phae Tio
! )
2. SERVICESTO BE AUTHORIZED
Do Mot Complete
Procodura Modifior | Units of Unit Dascription of A ount
Coda Sarvice Prica Sarvice Authworized
a
u}
[
d
a
9. harmeof Prescibing Preciionsr 10, Preseibing Pracitioeers NP1
1. Clientin Mursirg Facilty - MET 12. Rental herns Only
O tes O ha Purchase Price Diate Dlivensd HEW UsSED
12, Diagnosss 00 a) O O
B = O O
o B! O O
14, Dz Ddivansd or Rentd Period Requesed
0 d) O O
From To
Monh Dy ear T Ty vear e 00000 ) O O
15, Requesting Providers Signaune 16, Dmteof Request

MEDICAID USE ONLY

17, Cornrent: andfor Reasons 1o Deni@l: (Denids ray beappealed inowiting wihin 20 days of fie denid date by addressing = leter to e Dinscior of
Healh and Hurran Serdczs Anancs & Support rsquesting a heaing and steing thebass orhe appeal).

18, [eerify that the lised goods or serices aearhoized under he nules and Bqulaions of tha 18 HHS Local Clicz
hisbrmsa Medcaid Pegrm.

Sigratue of Auhonzng Agent [ Authonzed

WE7T P 121 (2ried)
[ [Frasious verson 200 SHOULD MOT be uzed)
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Form MS-77 Instructions for Completion

Uzer Form WS 77 i wzed 0 prior authorze payment or e me a2 eguired by the Nebrmska Medicad Program (47 1 M AC 7 000). Copey this form
for oflice wee. Incomplete oms willbe e med

Friorautharzaton may ako be mquesed and kzued wing the standam elkectronic Heatth Cam Sanices Paview - Raquest for Raviesw and
Rezponze tmnzaction (ASC X 120 2758). Forinstructions, =ee Sndad Elecfronic Trnzactions at 47 1-000 .50

Campletion: Pmoviders zhall complee Rom WS 77 & liows:

1. CLIEMT HAME: Erterthe clientz full name az lizted on the Mebrazka Medicaid eligbility cand.

2. CLIEMT MEDICAID HUMBER: Enter the clients elwen-digit Medizaid identlication number az lised an the Nebmska Medicaid elighility
camd,

3. PROWIDER HAME: Erterthe narme of the prowvider.

4a MWPIl: Enerthe providers endigit Mato nal Powvidar dentlier (WP

4b. TAXONOMY: Erter the pmwviderz ten-digit Ssonornm code.

PRCVWIDER STREET: Enterthe providers complete street address © which this anthorzation 2houldd be etumed.

CITY, STATE, ZIP: Ertartha pmwidarsz city, state and nine digit zip code © which thiz authorzation should be eturned.
PROVIDER PHOME MUMEBER: Enterthe phone nuriber at which the pereon requesting the pror amthonzation may be confced.

L

SERVIGES TO BE AUTHORIZED: A maximum of five s2nrices can be requested on each priorauthorzation mquest. Foreach s=nice
mquesed, enter e information kted below:

Procedure Gode: Enterthe pmooeduns coda.
Modifigr: Ernter the pmcedum code madifier, if applicabla.
Units of S2rvice: Erterthe nurberof unts mquesed,

LUnit Price: Emter the pmviders chame oreach unitof zenice being mquestad. Do pot enter the "o&l’ charge unkezz only a zinglke iem
iz requested.

Dagcription of Service: Eneradescriptonof each zenice mquezied, including brand name and model number, if applicable.
Arount Autharized: DO NOT COMPLETE. Thisfied will be cormpleted by Medicaid Divizion 2taff, if eguined.
9. MAME OF PRESCRIBIMG PRACTITIONER: Enterthe full name of the prctitonerwho prescribed the senrices.
10. PRESCRIBING PRACTITIORER'S WP Ernter the endigit Natonal Provider dentlier (WP Numbar) of the preseibing prcitonar.
11, CLIENT IM MURSIMNG FACGILITYACFME: Indicate if the clientwas reziding in a nurzing facility or ICFME on the dae of senvice.

12, REMTAL ITEMS QHLY: Onthe line comesponding o the ental term requested inlield & enter the purchaze phce, the dake the rental iem
wae initialty pmvided © the client, and whetharthe tam wasz new or wed whandzlvenad,

13 DIAGHOSES: Entera I D9 diagnoeiz code from the prctitionars pescnption.
14, DATE DELIVERED OF REMTAL PERIOD REGQUESTED:
Far entak - Enerthe "FROM and "TO daes of the mnil penod being requested in ronthidayfyear ormat

Farpurchazes - If the zanice has alneady bean provided at the tme the prior anthorzaton rgquest i zuibmited, entarthe dalvery dae a
the "FROM date in manthidaytear omat, Ifthe prior authorzation equest i ©rasenice notyet provided, kaw blank

15, REQUESTING PROWIDER'S SIGMATURE: Enerthe zignatume of the pmvider or the provider's amtharzed mpmse natine,
16, DATE OF REQUEST: Enter the dae the providar submits the mquest,
EIELDS 17-19: Do notcomplke®e. This zaction will be conp leted by Medicaid Divizion staff,

Distabution: Submit the completed Form MS-77 with the egquied documenttion of medical necessity to: Health and Hurman Services Finano
and Zupport, Medicaid Division, PO, Box 98025, Lincoln, NE &2500-5026.

If the sanios: are amthozed, Medicaid Division 2taff will zign and date Fomn ME-77 and return ane copy 10 the providar | the 2enices ae
denied, Madicaid Divizion staffwill noe the danial in Field 17 and etam ane copy of Form MS-77 10 the pmovidar. Denizks may b2 appealed in
wrifing weithin 90 days of the denial date by add ezzing a letter 1o the Dircior of Health and Hurman Senvices Finance & Support mquesing a
hearing and #tating the bazis orappeal.



